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Dr Thomas Forbes (London, Ontario, Canada). Do your
recommendations change based on the age and the gender of the
patient, specifically a younger female of childbearing age?
Dr Lakin. Up to this point, I think our treatment recommen-
dations are based on size at presentation. Dr. Kashyap, did you
want to add anything to that?
Dr Kashyap. We do not have enough data on that particular
topic to answer that question. We only had five women in their
childbearing years in this series.
Dr Ronald Fairman (Philadelphia, Pa). Can you give us
some guidelines in terms of postoperative imaging requirements
after endovascular repair? How often do you need to reimage
them? Can you ever give up reimaging them?
Dr Lakin. From what we saw from our chart review, most of
the attendings would order a 3- to 6-month postablation image to
look for any size change and make sure there was an absence of
flow. And after that, there was serial imaging from about every 1 to
2 years. I think after you could document no growth after 2 years;
you can go 2 to 3 years.
Dr Amy Reed (Hershey, Pa). I have tended to just coil these
and have not done a lot with the glue. Can you give us some
guidelines, just technically, perhaps, on when you are putting
the glue in? Is it just when you see a blush after you coil, or when
is the time that you actually really need the glue?
Dr Kashyap. The glue is n-butyl cyanoacrylate. Ablation of
splenic artery or visceral aneurysms is an off-label use of a product
that is used commonly for cerebral AVMs. We usually dilute this
1-to-1 in terms of the injection. You have to dilute it with D5
rather than saline because of the polymerization that can occur. We
use it in large aneurysms in which after putting 5 or 8 or 10 coils,
one still has a large volume of the aneurysm sac that needs to be
filled. Also, if after coiling there is still flow, that is when the glue is
preferentially used.
Dr Ahmed Taha (El-Sheikh Zayed City, Egypt). It is amazing
to have this big series of splenic artery aneurysms. Were these all
atherosclerotic in nature? Did you perform any investigation to
settle the etiology of these aneurysms? Second, did the etiology
have an influence on your way of management? For example: Is it
justifiable to coil an inflammatory or mycotic aneurysm?
Dr Lakin. I cannot think of any diagnostic modality that
could help us out with the natural progression. I do not know. Dr
Kashyap, do you have an opinion on that?
Dr Kashyap. I am sorry. I did not understand that question.
Can you repeat it?
Dr Taha. Were these all splenic aneurysms atherosclerotic? Or
there was some sort of inflammatory or mycotic etiology? And if
there was more than one etiology, can the treatment be the same?
Dr Kashyap. That is a good question. And one of the things
that is very hard to discern is whether a patient has a true aneurysm
or a pseudoaneurysm, despite thin-cut CTs and other modalities. I
think in the clinical context of somebody that has a pancreatic tssue, it is usually a pseudoaneurysm. And there was a small
roportion of those patients in this series. Perhaps the most inter-
sting finding in our series is that the calcification may actually be
rotective. We assumed the calcification occurs over time. But, at
resentation, the more calcified splenic artery aneurysms were
uch smaller.
Dr Andres Katz (Dallas, Tex). I just have a couple of ques-
ions. One is, what was the incidence of splenic infarction after
mbolization? And second, have you considered laparoscopic re-
air? In my practice, I have been using robotic-assisted repair of
his lesion, which is relatively simple; it takes about an hour and a
alf, and you can either reconstruct the vessel after you excise the
neurysm or simply you can ligate the splenic artery aneurysm.
Dr Lakin. We had a 40% rate of radiographic evidence of
plenic infarction. That did not correlate with any follow-up symp-
oms or duration of pain. We did have the three splenic abscesses,
nd we had an additional five patients that required rehospitaliza-
ion or prolonged hospitalization for pain control. But in general,
nd this is supported by other literature, radiographic findings did
ot correlate with a clinical scenario.
Dr Walter Dorigo (Firenze, Italy). I have two short ques-
ions. The first, how many of your observed females were preg-
ant? And the other one, how did you observe during follow-up
our patient, with which diagnostic modality? And can you find
ome predictor of aneurysmal increase during follow-up?
Dr Lakin. We had five females of childbearing age. All had
ocumented negative pregnancy tests to get their imaging, so we
ad zero pregnancies in our cohort.
As far as follow-up, all but one or two had serial CAT scans. I
hink two had serial angiography.
Dr Ramesh Tripathi (New Delhi, India). From what I un-
erstand is that all your endovascular procedures involved occlu-
ion of the splenic artery. Do you always practice that, or do you
lso advocate preservation of the splenic artery by, say, stent-
ssisted coiling?
Dr Kashyap. The question is, should we be doing stent
rafting? And I think based on our results where we had very
inimal splenic loss or clinically significant splenic infarction, the
hort gastrics invariably feed the spleen and keep it alive. We did
ot see any issues with platelet function or number. I think coiling
nd ablating that artery is sufficient.
Dr Tripathi. I meant bare-stent assisted coiling.
Dr Kashyap. We do not have any experience with that tech-
ique.
Dr J. Gregory Modrall (Dallas, Tex). Did any patterns
merge with regard to those patients who had splenic infarcts? For
nstance, was the use of glue associated with a propensity for splenic
nfarction?Dr Lakin. No, we did not see any statistical correlation with
hose. We looked for those specifically. It was pretty random.
